THREATS TO REFUGEE HEALTH
Individuals and organizations who assist newly arrived refugees tend to focus resources on the immediate challenge of securing housing, legal assistance and basic health access. Systematic assessment of dietary adequacy is seldom feasible. Reports from outreach organizations and academic centres reveal a large gap in information about how refugees and asylum-seekers obtain and prepare food for young children in the UK. Thus, to assess the potential scale of refugee child malnutrition and develop suggestions for their design and targeting, we are forced to extrapolate from non-systematic observations in the UK and from systematic surveys performed in Europe and North America among comparable refugee populations. There are no general public health models with which to predict for any age group the health implications of dietary and lifestyle changes after arrival or during settlement. The complex emergencies that produce refugees commonly create conditions for disease transmission 9 and nutritional vulnerability 10 , and the general process of becoming a refugee commonly induces speci®c maladies such as post-traumatic stress syndrome, many of which affect children 11 . Nevertheless, the prevalence of speci®c communicable illnesses and nutritional de®ciencies re¯ects geopolitical and cultural diversity rather than problems of refugees in general 12, 13 . For example, Somali, Sudanese, Ethiopian and Eritrean refugees are likely to present with symptoms of diseases endemic in East Africa and the Horn such as malaria, tuberculosis, schistosomiasis, chronic hepatitis B, leishmaniasis, and intestinal parasitosis 12 , whereas victims of the recent European con¯icts will probably have been vaccinated routinely against major diseases and thus escaped epidemics within camps 14 . Similarly, European refugees are less likely to suffer dietary de®ciencies because of the short duration of nutritional insults and better provision of food aid in camps 15 .
Even where short-term deprivations during the period of displacement have only minor impact on most adults and older children, they may have appreciable effects on body size and morbidity among infants 16±18 . Moreover, health may be impaired secondarily by adverse conditions encountered after resettlement, such as poverty, poor housing and psychosocial stress, or by inappropriate cultural adaptation to the new environment. It is during this phase of the refugee experience that poor access to health and welfare services is of greatest importance.
In Britain, refugees constitute one of the most socially excluded groups in society, and are seldom included in health interventions 4, 19, 20 . Like many other migrants to the UK, refugees typically settle in the poorest districts of large cities 21 where, as`ethnic minorities', they encounter multiple deprivations including limited access to work, welfare and healthcare. Newly arrived refugees commonly live in conditions of poverty 22 , and refugee families have sometimes been identi®ed as at risk for low food security 23, 24 . The high prevalence of low birthweight reported among some groups of refugees in European countries may be linked to conditions of poverty after resettlement. De®ciencies of vitamin D and iron have been reported among some UK minority children and may contribute to low school performance 25 .
practices have particularly strong health policy implications, show wide cross-cultural variation and are prone to rapid change. In fact, little is known about the impact on child nutrition of dietary change among minority groups after migration to the UK. National studies of child feeding patterns seldom record variation across ethnic groups 26, 27 ; they tend to focus on the largest minority groups 28 or offer limited explanations for the underlying causes of any variation described 29 . Most cross-cultural investigations of dietary patterns have focused on adults from longestablished minorities such as south Asians 30 and AfroCaribbeans 31, 32 . As a consequence, clinicians, nutritionists and healthcare providers remain largely ignorant of the determinants of child feeding patterns in newly arrived refugee families from sub-Saharan Africa, the Middle East, Latin America and Eastern Europe and the consequences for health and development.
What can be learned from studies of refugees elsewhere in Europe and in North America? Associations between poor health, reduced breastfeeding and poor nutritional status are commonly observed among children of preschool age 33±35 . In Europe, newly resettled children have been found more likely to display chronic medical conditions, caries and obesity than poor growth status 35 ; however, large US samples have identi®ed substantial proportions with low birthweight, nutritional stunting and de®ciencies of vitamin A and iron that decrease over time and are related to nutritional and health factors rather than genetics 12, 38 . Such variation derives from differences in the circumstances of public nutrition among countries of origin, in health screening practice between receiving countries and in social access after settlement.
One issue of global concern for refugee child health is the rapid erosion of breastfeeding. Rates of initiation and exclusive breastfeeding and the duration of breastfeeding seem to decline rapidly among Hmong 38 , Vietnamese 39 and Puerto Rican 34 immigrants to the US. Similar trends are reported among Turks in Sweden 40 and Bangladeshis in the UK 41 . Reduced breastfeeding activity has detrimental effects even in industrial nations when access to healthcare, good nutrition and sanitary living conditions is constrained. In the US and other industrialized countries there have been calls for breastfeeding promotion that will improve refugee child health and so reduce costs to service providers 34, 42, 43 .
CAUSE FOR CONCERN IN THE UK
Refugee advocates increasingly report barriers to healthy eating in refugee families in the UK 22 . Refugee families in temporary accommodation (bed-and-breakfast establishments, hostels) may lack facilities for preparing food or the funds to secure a suf®cient and nutritionally balanced diet. Meals prepared in feeding centres may be culturally inappropriate, or inadequate for people with dietary disorders. Plans to resettle new refugees in economically deprived areas where housing is cheaper may further hamper their social and economic integration 44 and access to healthcare 5 .
Under current regulations, pregnant women with no other children born and remaining alive do not qualify for cash bene®ts and subsist on food vouchers. There are no data from which to evaluate whether single allowance vouchers given to pregnant women provide adequate food intake for normal fetal growthÐa matter of concern in light of the links between marginally restricted maternal diets and birth outcomes. Preschool children are likely to be at greater risk than school-aged children, most of whom receive some meals at school. Mothers with infants may be afraid or ashamed to breastfeed, or lack experience in selecting and preparing nutritional, affordable foods suitable for weaning infants. Finally, some mothers and children may arrive with nutritional de®ciencies that are undetected since there is at present no system of nutritional screening.
HOW MANY REFUGEE CHILDREN ARE OF CONCERN IN THE UK?
Taken together, the anecdotal reports we have collected suggest that many refugee families are vulnerable to poor nutrition and low food security because of poverty and the dif®culties of adapting eating and child feeding practices to new sociocultural and economic conditions. At present, however, there is no way to estimate the number of children at nutritional risk. Since applications for asylum are made on a per-family basis it is dif®cult even to estimate the numbers of refugee children newly arriving in the UK. We can infer, however, that there are large numbers of refugee children, that recent arrivals are at greatest risk of poverty and that the great majority of these are of East and Central African and Eastern European origin.
Between January and March 1999 there were 2440 and 2215 new asylum applications by refugees from the former Yugoslavia and Somalia, respectively. There were also between 400 and 900 from Sri Lanka, Afghanistan, the former USSR, Turkey, Pakistan and China. These ®gures re¯ect the general pattern but obscure the true numbers of refugees currently living in the UK pending ®nal decisions on their cases. Applications for asylum increased from approximately 30 000 in 1996 to over 53 000 in 1999, and 102 000 cases are currently outstanding.
Moreover, despite the recent in¯ux of European refugees, the larger proportion of all asylum applications has long been from Asia, the Middle East and Africa. In fact, applications from Africa outnumbered those from other ethnogeographic regions in 1991, 1993, 1994, 1996 and 1998 and most are still pending. The UK has been the largest recipient of Somali asylum-seekers in Europe since 1996 and in 1997 received the largest share (34%) of the 8300 Somali applications ®led in the European Union. Similarly, between 1990 and 1995 the UK received 31% of the 10 000 Sudanese applications for asylum in EuropeÐa proportion second only to Germany 45 . Such trends result in large shifts in the cultural diversity confronting those working with refugees and asylum-seekers.
To pursue the sub-Saharan African data as an example, census ®gures show that`black Africans', many of whom are refugees or asylum seekers, have the highest migration rates of any minority and constitute 2.4% of the total population in Greater London and almost 10% of the total population of ethnic minorities (290 000 people) 46±48 . Despite being overwhelmingly young, single and highly educated and being represented by a large number of community organizations they face considerable challenges in establishing a stable life in Britain. At least 13% of thè black Africans' are under 5 years of age 49 and a high proportion are in lone-parent families (many lone-father) 47 . Thus, there are several thousand children in this group alone; and, since some families exist in more or less permanent conditions of poverty, the absolute numbers of children at nutritional risk in this group may be substantial.
LONG-TERM IMPLICATIONS OF POOR NUTRITION AMONG CHILDREN OF REFUGEES AND ASYLUM-SEEKERS
What are the long-term costs to the nation of current food insuf®ciency among refugee children in the UK? To estimate future lost productivity and healthcare provision costs, we need information on the size of the population currently at risk, the proportion that remains in the UK into adulthood and the physiologically mediated effects on health outcomes in later life of interactions between poor early nutrition and shifts in diet and lifestyle during development. Although we have little knowledge from which to predict the contribution of each of these factors, data from previous groups of immigrants to the UK suggest that such costs may be substantial. Clinicians, nutritionists and policy-makers have identi®ed certain immigrant populations in Britain as increasingly at risk for chronic lifestyle-related diseases and poor diet 50±52 . Recent reports make recommendations not only for reducing health inequalities among young children but also to consider minority ethnic groups speci®cally in needs assessment and healthcare provision 53 . Diet and lifestyle change are often implicated as major factors behind the excess of chronic diseases among immigrants to industrialized countries but inequalities in socioeconomic status are also strongly implicated 54 .
STRATEGIES FOR RESEARCH AND ACTION
The UK does not have a comprehensive strategy for serving the diverse health needs of immigrants 55 , and variation in beliefs related to health and nutrition makes it dif®cult for services to respond to the needs of speci®c cultural groups settling at different times 56 . In adults, speci®c cultural practices may contribute to ill-health (betel-chewing, smoking, food taboos) but in children all evidence points to poverty as the single most important factor in risk of poor nutrition. This apparent threat to the nutritional health of refugee children demands a response from health and social scientists and practitioners. First, there is a need to identify which aspects of refugee poverty lead to food insecurity, de®ned as existing`whenever the availability of nutritionally adequate and safe foods or the ability to acquire acceptable foods in socially acceptable ways is limited or uncertain' 57 . Second, there is a need to quantify the extent to which food insecurity contributes to poor nutritional outcomes in refugee children and to understand which children are most at risk and why. Third, if some children are identi®ed as nutritionally at risk and speci®c dimensions of poverty are implicated as predisposing, strategies to alleviate poverty or to help families cope with the challenge of providing a healthy diet for young children should be designed and tested in consultation with the refugee community.
How might such action research be conducted among families that are diverse, transient, often non-Englishspeaking, and often not registered with a general practitioner? We suggest that, as in other marginal groups 58, 59 , an ethnographic approach can yield useful tools to improve effectiveness of community nutrition surveys and interventions. One approach would be to focus on a single locality where refugees are currently concentrated, such as one of the east or south London boroughs, and to select and recruit families for nutritional monitoring through existing outreach organizations. Qualitative data for rapid nutritional assessment of youngchild diets and the knowledge, attitudes and practice of parents and caregivers could be obtained by use of questionnaires developed speci®cally for each refugee cultural group. Ideally these would be administered to mothers or principal caretakers in the home or at a school or clinic by trained members of the refugee communities. To be effective, they would need to be developed in collaboration with key informants representative of each group of refugees and pretested for cultural acceptability. challenges to their health and wellbeing. Refugees bring skills and human capital to which our society has not contributed, and they have the potential to make great contributions to the country's wealth and quality of life. Yet existing indications are that refugee families encounter multiple barriers in access to good nutrition. Many refugees and asylum-seekers in the UK live in bed-and-breakfast accommodation without full access to cooking facilities and have limited access to cash and transport with which to obtain a healthy range of foods. Constraints on the use of vouchers, lack of access to familiar food items and inability to create regular family meals are other factors that could damage child health by eroding traditional eating and child feeding practices.
From a public health nutrition perspective, there is suf®cient cause for concern to justify an assessment of the dietary needs of refugee children. We urgently require instruments to assess refugee family food security, composition of the food basket, barriers to obtaining and preparing adequate and balanced diets, the impact of social exclusion on the frequency of meals in preschool children, and the consequences of any changes in breastfeeding practices for child health. Only with such qualitative and quantitative data can we properly target necessary interventions.
